We appreciate the kind words of Dr Melandri regarding the development of our regional system to provide timely access for primary percutaneous coronary intervention (PCI) in patients with ST-segment-elevation myocardial infarction (STEMI). 1 He raises 2 important points about the number of patients enrolled from the catchment data and the overall risk status of the population. The focus of our article 1 was the development of a PCI-based standardized protocol for STEMI patients that included routine transfer from non-PCI-capable hospitals. The program began with a pilot at a single hospital and additional hospitals were then trained at increasing distances from the PCI center. The 1345 consecutive patients included all patients who presented to the PCI hospital and each referral hospital after the level 1 MI protocol was implemented locally. There are 11 PCI-capable hospitals in the Twin Cities metropolitan area, and therefore our series does not represent the entire Twin Cities metropolitan area. The current US healthcare system is fragmented, with multiple different healthcare systems and without an organized transport system. A key point of our article was that a regional PCI program using a standardized protocol can be successful even in the US healthcare system as it exists today.
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We believe our consecutive series represents a higher-risk patient population than those in randomized clinical trials or registries such as National Registry of Myocardial Infarction (NRMI) or the Global Registry of Acute Coronary Events (GRACE). With regard to age, 15% of patients were Ͼ80 years of age compared with only 9% in NRMI, 2 and 25% were Ͼ75 years of age compared with 22% in GRACE. 3 We included every patient within 24 hours of symptom onset, even those with high-risk clinical characteristics routinely excluded from clinical trials, such as cardiogenic shock (12%) and cardiac arrest before PCI (11%). When compared with the expected death rates based on the Thrombolysis In Myocardial Infarction (TIMI) risk score, 4 we had more patients at higher risk as well as lower than expected mortality for every level of TIMI risk. For example, 32% of our patients had a TIMI risk score Ն5 compared with the expected 21%. The 30-day death rate for patients with a TIMI risk score of 8 was 15% compared with the expected 27%. The mortality rate was significantly lower than that reported in the 2001 to 2002 Minnesota Heart Survey, which included participating Minnesota Heart Institute level 1 MI hospitals immediately before implementation of the level 1 MI program in 2003. Finally, 30-day risk-adjusted mortality rates in STEMI patients at the Minneapolis Heart Institute at Abbott Northwestern Hospital were in the lowest 1% of hospitals (nϭ17) in the United States based on 2005 to 2006 Medicare data. 5 Ideally, a national system for STEMI care based on randomized placebo controlled clinical trials could be designed and implemented in the United States, 6 but unfortunately this is not feasible at the present time. Our results indicate we have been able to improve treatment times, decrease the number of patients who are eligible but untreated, and increase compliance with guideline-based adjunctive medications at both admission and discharge. All of these factors contribute to lower than expected rate of death in a relatively high-risk cohort of patients. We believe the use of a standardized STEMI PCI protocol with an integrated transfer program can provide the benefits of primary PCI to patients who live up to 210 miles away from a PCI center.
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